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Abstract

Provider profiling is simply measuring a process and/or outcome

and comparing it to some defined norm. Profiling has many uses:

utilization management, cost-effectiveness review, meeting

access standards, patient satisfaction, outcomes assessment,

population health, etc. Unfortunately, providers have had a

very negative reaction to profiling, a tool that can help them

improve outcomes and make their practices more efficient. This

paper will explore the reasons for the negative reactions, the

keys to a successful profiling system, and the various

attributes of good measures. The purpose of this project is to

develop a tool that will aid in meeting the profiling

requirements established by the Joint Commission on

Accreditation of Healthcare Organizations and to use the tool

for ongoing quality improvement. This paper examines the

existing profiling system of a small,-½Ay hospital and

describes the development of a new database. Given that many

Army hospitals are struggling with the development of an

adequate profiling system, this database may prove useful in

developing the groundwork to those facilities.
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Development of a Provider Profiling Tool for Reappointment

Introduction

Conditions that Prompted the Study

The Joint Commission on Accreditation of Healthcare

Organizations (JCAHO) plays an important role in the military

health system. Department of Defense Directive (DoD) 6025.13

•requires all fixed hospitals, free-standing clinics, and

facilities providing care to DoD beneficiaries under managed

care support contracts to be accredited by JCAHO or through

another accreditation source approved by the Assistant Secretary

of Defense for Health Affairs (ASD(HA)) (TRICARE Management

Activity, 1997). The JCAHO created a standard, MS.5.12, that

requires a facility to base provider reappointment decisions on

continual monitoring of professional performance, judgment, and

clinical o•-tTn i skills (Joint Commission on Accreditation

on Healthcare Organizations, 2003). Subsequently, provider

reappointment is the process through which a hospital renews

provider privileges.

Bassett Army Community Hospital (BACH) was surveyed by the

JCAHO in 2001. During this survey, BACH received a Type I

finding based on standard MS.5.12. A Type I finding is "a

recommendation or group of recommendations that addresses
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" insufficient or unsatisfactory compliance in a specific

performance area" (JCAHO, 2003, p.232). The. rationale for this

finding was that while the hospital was collecting information

on its providers, they were not comparing individual providers

to an aggregate to help make reappointment decisions. In August

of 2003, BACH hired a team of surveyors from MagCare to conduct

a mock survey in preparation for the next official accreditation

survey by the JCAHO in October 2004. The MagCare surveyors

found that BACH was still not meeting the intent of this

standard because they were not making comparisons to an

aggregate.

The credentials section of the hospital is a subordinate

unit of the*Managed Care Division (MCD). Due to the relatively

small size of the facility, many functions are combined under

the MCD. In addition to credentials, the MCD includes such

• functions as risk management, quality assurance, .p'etf amw

improvement, and case management. Many larger facilities have

separate sections for these functions. Unfortunately, the staff

of the MCD takes on several of these critical roles, and the

division has numerous vacancies. This lack of personnel and

available time makes the development of a tool for provider

profiling difficult for the present staff. However, the
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upcoming JCAHO survey requiring at least a year of collected

data makes the development of a profiling tool a high priority.

Statement of the Problem

Bassett Army Community Hospital must develop a provider

profiling tool that meets the intent of MS.5.12 to correct a

known Type I finding of the JCAHO. This tool must also meet any

requirements for credentialing that are imposed by DoD

regulations and directives.

Literature Review

What is Provider Profiling?

Brand, Quam, and Leatherman (1995) define profiling as "the

analysis of rates of events pertaining to the process or outcome

of medical care provided by health care practitioners to defined

populations" (p. 224). Brand et al. made their definition very

broad. This definition allows the inclusion of a variety of

providers in addition• &iaditional medical doctor such as

nurse practitioners, nurse midwives, and physician assistants.

The definition also allows a profiler to change the population

parameters to meet the needs and goals of an organization; for

example, a profile may need to define the population as that of

an entire plan, a specific provider panel, or the population of

all of a plan's members in a given geographical region. The

events related to process or outcomes could mean such things as
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dollars spent, pap smears per 1000 female patients, or average

glycosylated hemoglobin (HgbA1C) level. This broad definition

allows profilers to tailor their activities to meet

organizational needs but also allows them to explain what this

activity means.

Brand et al. (1995) state the "objective of profiling is to

use epidemiologic methods to describe medical practices, monitor

health outcomes, and assess the efficiency and quality of care"

(p. 224). In a 1995 work, Povar stated that our advances in

research no longer allow us to assume we are providing quality

care - we must know we are providing quality care. Povar

postulates that the drive to measure quality comes from the

principles of beneficence and social justice. He asserts that

the Hippocratic Oath means more than "abstain from whatever is

deleterious and mischievous" (Adams, 2004). Povar believes that

St•i re the Oath is about doing good, which is beneficeno ia&.

Povar's ideas about social justice stem from the principle of.

scarcity of resources. He states that being inefficient

decreases the resources available for other goods, such as

housing and appropriate nutrition, and that providers certainly

know the impact of these factors on outcomes. It appears that

Povar leads the reader to belihve that as a result of the

principle of scarcity, providersituitively desire to be more
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efficient and wish to improve practice to preserve resources for

other uses. Pechman (2000) takes a more managerial perspective

on profiling by stating that the rationale for profiling is that

many studies found variations in physician practice that did not

influence the quality of care. These variations could be an

opportunity to cut costs by implementing the least costly

practices that result in the same outcomes.

The definition, rationale, and objective of profiling seem

benign; the defensive reaction of many physicians, therefore,

seems unreasonable. What has caused this negative'reaction to a

tool that appears to offer a benefit to the provider, plan, and

patient? To discover this connection, we must look at the

beginnings of profiling.

Historical Development of Provider Profiling

Most of the articles on provider profiling in professional

journals deal with provider opiniohb,04f4a-sý of the tool,

database problems, techniques of profiling, and case-mix

adjustments. Professional journals provide very little on the

history of profiling. The following is from the text Physician

Profiling Background and Practical Experience, edited by Pechman

(2000). Pechman states that in 1916, Codman suggested that

hospitals be compared by performance measures, but this idea did

not become realized until 1987. At that time, the Health Care
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Financing Administration began reimbursing hospitals for

Medicare patients on a fixed rate per diagnosis. Hospitals were

concerned about their profitability given the fixed rate and

began to review physician practices. The physicians wrote the

orders that determined the services needed by the patient and,

therefore, the amount of money the hospital would make based on

revenues minus expenses. Initially, they studied various

procedures and found that practices varied but that the

variances did not result in significant quality differences.

These variances were where the hospital felt they could cut

costs and maximize their profit. Using this information, the

hospital could decide if it wanted to grant or revoke privileges

to providers at the facility; those providers that insisted on

utilizing resource intense processes would not be reappointed.

The hospitals did not share these profiles with the physicians.

In the 190s a as began collecting information focusing

on outcomes of the Medicaid population. Profiling by insurers,

at the time, was limited to those that had a large enrolled

population and therefore a large claims database. Bindman

(1999) discusses the study conducted by Wennberg and Gittelsohn

that described the occurrence of small area variations. Bindman

states that policymakers and insurers interpreted these results
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to mean that physician behavior was partly to blame for rising

costs.

The cost of healthcare continued to rise in the United

States. Employers began to look for ways to contain the costs

of providing insurance to employees. New methods of providing

insurance through a third party payer developed; managed care

was one product. As managed care grew and obtained greater

market share, provider profiling became a common tool to monitor

cost. Profiling was not only used by the managed care

organizations but also by other insurers and even physician

practices. The problems of profiling soon began to appear.

Providers have long enjoyed autonomy and respect. The

arduous training they undergo, the sacrifices they make, and the

continuing education requirements they must meet make providers

the experts in healthcare. Patients historically trusted their

providers to make the best decisions and provid- 6001166t care.

Kassirer (1994) argues that now third party payers can deny

treatment decisions, and this denial negates the trust that has

developed. He states that while profiling can provide benefits,

there is much to be doubted in its current use. This sentiment

is echoed time and again in the professional journals and began

with the inception of profiling. Providers were concerned about

the erosion of their autonomy and potential negative
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consequences of profiling. Unfortunately, physician concerns

were well founded.

Managed care plans began to link profiling data to

financial incentives within the plan. They also used the data

to sanction providers for poor cost containment and utilization

control. Data for most profiling efforts are obtained from

claims databases. Indications are that data are highly

inaccurate. Chaiken (1996) gives two major reasons for the

inaccuracy. First, International Classification of Diseases,

9th Edition (ICD-9) and Current Procedural Terminology (CPT)

codes are highly variable; many different codes exist for the

same condition. Second, under some methods of reimbursement

such as capitation, there is no incentive to complete a claims

form; therefore, many patient encounters may not be recorded.

Data were not appropriately screened for completeness and

V accuracy and cleaned when profiling-first begWi PtW-J'ers did

not adjust the data for case-mix severity, compliance issues,

and panel size (Kassirer, 1994). The idea that sanctions would

be initiated from such faulty data angered physicians, as

evidenced by the number of editorials and negative articles in

the professional journals (Diamond, 2000; Kassirer, 1994;

MacKinnon & Lipowski, 2000). In response, some plans, such as

United HealthCare Corporation, published their own articles in
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the journals in the attempt to educate physicians on the

benefits and techniques of profiling (Brand et al., 1995). As

the phrase goes, "this was too little, too late.!!

Based on the definition and objectives stated previously,

we know that profiling is a tool with the potential to achieve

positive outcomes and improve cost-effectiveness. Managed care

organizations and other profilers realized that they needed to

make changes and have provider buy-in in order to make profiling

work. Hagland (1998) discusses the paths taken by United

HealthCare, PacifiCare, Aetna U.S. Healthcare, and Blue Cross

Blue Shield of Tennessee (BCBST). United HealthCare ran a pilot

project in 1997 to 1998 called Clinical Profiles. Lee Newcomer,

the chief medical officer, stated, "...we assumed that we were

delivering appropriate care 95 percent of the time. To see data

that said we were doing care right only 50 percent of the time

was really surprising" 3) Nwmricsdim-d i 33). Newcomer discussed

these findings with colleagues, and the plan developed their

program with tremendous physician input. United HealthCare also

assured the physicians that the data would not be released to

the public. United HealthCare's goal was purely quality

improvement, and the response by physicians at the time of the

article was positive.
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Hagland (1998) next discusses PacifiCare's plan for

profiling. PacifiCare's program is called Quality Index, which

is a public report of the group's profile. The medical

directors of this program believe that consumers desire this

information to make choices about the plan and the individual

providers. They worked extensively with providers on data

collection and accuracy for two years to ensure valid results.

Their goal is to not only become cost-effective but also to

reward those providers who are successful and innovative by

publicizing the results and driving market share to those

providers. This puts the incentive on the physicians to ensure

good data and good care. The plan hopes to move toward true

population health work. Reception by physicians at the time of

the article was mixed.

Next, Hagland (1998) discusses Aetna U.S. Healthcare, which

e doing provider profiling since 1990. They focus..1Git

care provided for specific diseases, such as diabetes. Aetna's

subsidiary, U.S. Quality Algorithms, mails reports to individual

physicians on how well they meet secondary prevention measures.

The report also furnishes the provider with a list of his/her

patients with the specific diseases. This allows the physicians

to focus on population health; the physicians have mixed

opinions of the profiling efforts of this plan.
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Finally Hagland (1998) briefly mentions that BCBST

performed a test of profiling in 1997. The plan took these

results to their physicians to obtain their input. The result

was a two million dollar investment in a data warehouse that can

pull information from various sources to include laboratory,

emergency room and pharmacy. They also refined their indicators

and format of the reports. The plan's chief medical director

hopes that this data will allow the plan to move away from

precertification and other micromanagement techniques prevalent

in managed care. The article provided no information on the

response of the plan's physicians. The article by Hagland

demonstrates that the responses of providers to the changes in

profiling are mixed as are the actual changes made.

Profiling has become a common practice in today's health

care environment. Some provider groups are even using profiling

to monitor their practices given th;e mff ne of capitation and

other risk-sharing arrangements. Accreditation organizations

such as the JCAHO require a form of profiling as a part of their

accreditation process, and accreditation is required to receive

reimbursement from many payers. Additionally, in 1998 President

Clinton signed an Executive Order requiring all federal health

programs to comply with the Consumer Bill of Rights (Sandy,

1999). Part of the Consumer Bill of Rights includes the right



Provider Profiling Tool 16

to receive "'comparable measures of quality' of health plans and

professionals" (Sandy, p. 14). This requirement means that

health plans and providers must collect data and analyze it in

order to provide meaningful information to consumers. Consumers

may then use the information to make informed decisions in

choosing a quality plan and provider. The Executive Order,

various financial arrangements, and accreditation requirements

ensure that some form of profiling will remain well into the

foreseeable future. Given the varying methods of profiling and

the mixed reactions of providers, the question then becomes, .how

do you create a profiling tool that is useful to an organization

but has the acceptance and buy-in of the medical staff?

Development of a Successful Profiling System

A quick review of the history of profiling reveals

compelling bases for the antagonistic attitudes of providers

-toward m (2003) explored the similarities and

differences between doctors and managers and how to bridge the

gap between them. Smith cites that both professions require

committed individuals of action and risk-taking that are willing

to devote many years to education followed by ongoing continuing

education. Both professions also receive ethics training;

although such training does not guarantee ethical behavior in

either profession. Financial incentives drive both professions.
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Smith, who is both a manager and physician, states that "doctors

like to fool themselves that they don't" (p. 610). Both

professions also have specialists and an excessive use of

jargon. While both professions require interpersonal skills,

neither has a good track record with communicating. The final

similarity Smith describes is that both professions have been

controlled by "ageing white men" (p. 610). Smith states that

healthcare is an ancient profession with a more intellectual

base rooted in science and with a greater written base. There

is no equivalent to the Cochrane Library, and management has

less professional literature and fewer professional

organizations to monitor itself. Medicine also has the distinct

advantage of having direct contact with the consumer while

managers deal with more global enterprises and strategy. Smith

believes that doctors are now more involved with large

organizations and must learn to think strategica•y •evelop

the leadership that managers practice from the start. Doctors

tend to dominate teams rather than work on conflict resolution

and consensus, skills which they must learn. Finally, doctors

are distinctly uncomfortable and disadvantaged when dealing with

financial arrangements, economics, and market forces. Smith

concludes that each profession has a lot to teach and learn from
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the other. Smith's insights can be of particular use when

developing a successful profiling system.

Many articles list the pitfalls of profiling and the

negative consequences of the practice (Bell, 1996; Bindman,

1999; Sandy, 1999). As an organization develops a profiling

program, it must avoid the errors of the past. In reviewing

various articles and editorials, the following five key

considerations became clear to the development of a successful

profiling system: 1) clearly define the goal of the program, 2)

involve the providers, 3) utilize accurate data, 4) adjust for

case-mix and sample size, and 5) make the profile useful to the

end-user.

First, the plan must have a clearly defined and stated goal

for the profiling program. Providers want to know how the

profiles will be used. The program is less likely to have

provider support if •th&.fitks are linked to purely financial

incentives or are linked to negative actions, such as restricted

admitting privileges and contracting opportunities (Bindman,

1999). Physicians resent this link and become increasingly

unhappy with managed care (Bindman). Providers will respond in

a more positive fashion if the efforts are linked to outcomes,

population health, and to cost-effectiveness. Part of this key

includes who will have access to the profiles. Physicians
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generally believe that profiles should be used internally and

not be available to the consumer (MacKinnon & Lipowski, 2000).

Kassirer (1994) counters that patients have a right to know

about the quality of the providers but that the data released

must be valid. The Clinton Order solves this issue by requiring

some form of profile to be released to the consumer. This

profile will likely not be the same as that given to the

providers; Sandy (1999) states that consumers want the facts in

a simple form and do not care about the math involved. Sandy

conjectures that the profile provided to consumers may become

"summary statistics, composite ratings, or even 'star-ratings'

like those... in the automobile and mutual fund industries" (p.

14).

The second consideration, and certainly no less important

than the first key factor, is to involve the providers. This

.1&znot mean the chief medical director of the plan. To tM

providers actually being profiled, the director is the plan; the

director is subject to bias because he is an employee of the

plan and has a vested interest in its profitability. The

profiling effort must involve the providers actually being

profiled in the development of the metrics, pilot tests, and

feedback. Involving the providers helps generate buy-in; if

they are involved in the process, they are more likely to
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utilize the results. Without this buy-in, the providers will

not trust the program and will not utilize the results, as

evidenced by the general failure of programs to date.

The third key factor for a successful profiling program is

data quality. Kassirer (1994) states, "We do not accept flawed

or incomplete data as a basis for medical practice, and we

should not accept them for assessing the quality of our care"

(p. 635). This statement neatly sums much of the opinion held

by providers about most profiling programs. Data should become

more accurate as the industry moves toward an electronic medical

record, but as stated earlier, the most frequently used source

of profiling data is claims transactions. These data are

subject to great inaccuracies. Some algorithms have been

developed to clean the data, but many providers question the

validity of the process. Further, several proprietary software

programs have been developed to4t a 1Ae&data (Bell, 1996).

The problem is that most of these techniques do not describe

their statistical methods, validity, reliability, and

deviations. Providers are intelligent people; they demand this

information, and this statistical information must be provided.

Without the statistics to back up the information, providers

will not have buy-in for the profiling effort.
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The fourth key consideration is related to the data quality

issue; profilers must make adjustments for case-mix and adequate

sample size. Many profiling efforts began with primary care

because a large part of the managed care thrust affected these

providers (Diamond, 2000). The problem is that different

primary care practices see differing severity of many illnesses.

This problem is compounded by the generally small numbers any

given primary care provider sees of a particular illness.

Providers against profiling efforts cite these issues many times

in the literature. Once again, algorithms exist to make these

adjustments. The profiler must ensure that the statistics are

properly displayed to ensure the providers that adjustments have

been made and that the adjustments are valid.

The final key to success is that the profile must be

useful. Diamond (2000) states that the profile reports-should

graphicalid:patýp-the data, provide the methods used, and

provide "background information and literature references" (p.

81). Sandy (1999) describes the problem of cognitive

psychology, "that there is a limit to how much information

people can process" (p. 15). Providers generally belong to more

than one plan. If each plan sends the provider a profile, the

information the profile is attempting to convey is lost in the

multitude of differing and complex profiles. The profile must
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be easily and rapidly understood. The literature references

allow the physician to see that the suggested practice is

supported by research.

Quality and the Uses of Measures

Rising healthcare costs, the threat of government

intervention, and consumerism have greatly contributed to the

concerns about healthcare quality over the last two decades

(Lighter & Fair, 2000). Quality control is seen as a way to

reduce variation and contain costs, particularly since Deming

emphasized the benefits of increasing quality rather than

increasing productivity. These benefits included increased

productivity, improved quality, increased employee morale,

increased interest and motivation in work, decreased

absenteeism, decreased employee burnout, decreased cost per good

unit, and decreased price charged (Gitlow, Gitlow, Oppenheim, &

Oppenheim, 1989). The healthcare industrya.:b 'c•dvfrom one

technique for reviewing quality to another in a long line

including quality assessment, quality assurance, quality

circles, and total quality management.

Continuous quality improvement is the path to contain the

costs of healthcare and improve outcomes. Provider profiling is

one tool to blaze this path. However, Povar (1995) states that

profiling is a matter of perspective. "What good are we trying
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to measure and according to whom" (Povar, p. JS61)? Many

definitions for quality exist. What is perceived as quality for

one person may not be important to another.

General industry, where quality improvement has its roots,

describes quality as "the extent to which the customers or users

believe the product or service surpasses their needs or

expectations" (Gitlow, Gitlow, Oppenheim, & Oppenheim, 1989, p.

3). Tersine describes quality as how well a good or service

conforms to a standard (Stamatis, 1996). Juran espouses that

quality requires testing among consumers to determine the degree

to which a product or service is favored over others of equal

grade (Stamatis). All of these definitions focus on the

consumer. However, there is often a gulf between what health

professionals believe is quality and what the consumer perceives

as quality. The consumer's perception is their reality.

Rowland and Rowland •(4 4@.ta:e that the measurement of quality

requires two pieces. The first involves the technical aspects

of care, "the adequacy of diagnostic and therapeutic processes"

(Rowland & Rowland, p. 629). The second aspect involves the

art-of-care, "the milieu, manner, and behavior of the provider

in delivering care to and communicating with the patient"

(Rowland & Rowland, p. 629). The requirements for measuring

both the technical and art aspects of providing care represents
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a more holistic approach to quality measurement. Most quality

programs today recognize both of these aspects as evidenced by

the measurement of such things as patient satisfaction as well

as outcomes.

The National Quality Measure Clearinghouse (NQMC) (Agency

for Healthcare Research and Quality (AHRQ), 2003b) identifies

three uses for quality measures: quality improvement,

accountability, and research. Quality improvement can be both

internal and external. Internal quality improvement may include

individual provider practice improvement or improvement of

internal hospital processes. External quality improvement may

include peer-to-peer comparisons to improve a system.

The Webster's New World Dictionary and Thesaurus defines

accountability as "to give satisfactory reasons or an

explanation" (Accent Software International, 199.8). The use of

. • t measures for accountability largely depends ud-A'

audience. The audience may include consumers making purchasing

decisions, accrediting bodies, and external agencies. Each

audience will likely require different measures. Consumers such

as employers, third-party payers, and patients are looking for

value. Consumers want the best possible outcome for the best

possible price. In this way, consumers may use accountability

measures to choose plans or providers or to set financial
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rewards (AHRQ, 2003b). The Agency for Healthcare Research and

Quality considers consumers to be the focus for accountability

measures. Accrediting bodies are generally concerned with

outcomes and expect measures to be used for quality improvement

(AHRQ), and profilers are accountable for quality improvement

actions. Thus, accountability measures can serve a dual purpose

if chosen well. External agencies may include corporate

oversight, government entities, and various professional boards.

These agencies share the goals of consumers and accrediting

bodies, value and positive outcomes.

Research is the use of measures to develop new knowledge.

This knowledge is not for the formulation of new practices but

rather for formulating policy (AHRQ, 2003b). While this

particular use requires a more robust sample, longer time frames

of data collection, and the melding of data from various

databases, the use of measuresF.fot=e&ea~rch allows policymakers

to make change and review the effects of these changes (AHRQ).

While the purpose of this project is to comply with an

accreditation standard, the long-term goal is to use the data

collected for quality improvement. The use of measures in this

project would fall under both the accountability and quality

improvement purposes. The NQMC states that the measures for

external quality improvement and accountability are quite
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similar and that the organization may use the same measures for

each function, but there is a greater requirement for

reliability and validity when the measure is to be used for

accountability to ensure fair comparisons (AHRQ, 2003b).

Profiling is a large task that requires the establishment of

measures.

Attributes of Measures

The JCAHO (1991) defines indicators as measures that

monitor care or service. These measures are the process or

outcome of care. "Processes are the activities that act on an

'input' from a 'supplier' to produce an 'output' for a

customer'" (JCAHO, 1991, p. 21). "Outcomes are products of one

or more processes" (JCAHO, 1991, p. 21). The JCAHO states that

indicators are related to dimensions of performance. These

dimensions include efficacy, effectiveness, efficiency,

timea•ii9 ppropriateness, continuity, safety, respect, and iI

caring (JCAHO, 1996). The JCAHO believes that measures do not

directly measure quality but direct inquiry into potential

issues. Indicators are further divided into the two categories

of sentinel-event indicators and aggregate-data indicators

(JCAHO, 1996). Sentinel-event indicators are those that compel

investigation every time the incident occurs. Aggregate data
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indicators measure many events that can either be continuous

variables or rates of events.

The NQMC has compiled a list of the desirable attributes of

quality measures from a variety of sources that have developed

measures including the JCAHO, NCQA, the Foundation for

Accountability (FACCT), and the Institute of Medicine (IOM)

(AHRQ, 2003a). The broad attribute categories are the

importance of the measure, the scientific soundness of the

measure, and the feasibility of the measure (AHRQ). These

categories are similar to the attributes described by the

National Committee for Quality Assurance (NCQA) under their

Health Plan Employer Data and Information Set (HEDIS). The

HEDIS attributes are described in detail in Appendix A. The

NQMC also describes four domains of measurements: access,

outcome, patient experience, and process (AHRQ). Each domain

focuses on a different type of information, e&S-describes

the timeliness and appropriateness of care (AHRQ). The outcome

domain includes measures that evaluate the health state of a

patient resulting from care (AHRQ). Patient experience looks at

the patient's perspective of health care received and observed

(AHRQ). A process measure focuses on the service provided. The

NQMC also provides a listing of questions to assist in the
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selection of appropriate criteria. See Appendix B for these

questions.

Rowland and Rowland (19.84) describe the attributes favored

by the California Medical Association and the California

Hospital Association. These organizations ask the question "Can

the criterion RUMBA" (Rowland & Rowland, p. 638)? These

attributes are much the same as those of the NQMC and HEDIS but

are much simpler. The letter "R" stands for relevant; the

measure must specifically relate to the object of study. The

letter "U" is for understandable. The measure must be written

very precisely to ensure that there is no misunderstanding of

the meaning. A criterion must also be measurable, "M." The

criterion must include "the time frame of the activity, the

frequency of the activity and/or the specific range of test data

expected" (Rowland & Rowland, p. 639). The "B" stands for

behavioral; this Tbte means that a measure must look at a

specific group of providers or patients to identify whose

behavior must be changed. The "A" means that an attribute must

be achievable or realistic given current technology, patient

population attributes, and staff capabilities.

The United States is not the only country struggling with

issues of quality. The British healthcare system is also

replacing qualitative approaches and trust that providers are



Provider Profiling Tool 29

doing the right thing with quantitative measures (Pringle,

Wilson, & Grol, 2002). Pringle et al. state that too often

measures are chosen based on what can be measured rather than

defining what is good and developing measures from that

definition. The authors propose several desirable attributes of

measures: valid, communicable, effective, reliable, objective,

available, interpretation, comparable, remediable, and

repeatable. It is easy to note that there are many similarities

between the attributes described by the various authors and

organizations.

Most measures selected for use by such organizations as the

NQMC, HEDIS, FACCT, IOM, and JCAHO have undergone considerable

scrutiny based on the desirable attributes of a measure before

being included in the organizations' programs. Selection of

measures from such databases as the NQMC eases the process of

i veloping a profiling program. The purpose for using sif66

is critical to the selection of appropriate measures (AHRQ,

2003a); therefore, a clearly defined goal for profiling efforts

allows a profiler to select appropriate measures.

Purpose

The purpose of this project is to develop a provider

profiling tool that meets the intent of the JCAHO standard

MS.5.12 to correct a known Type I finding. The long-term intent
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of the tool is to enable the analysis of data for quality

improvement.

Objectives

1. Meet the intent of the JCAHO standard MS.5.12 through

MS.5.12.3 including a comparison to the aggregate.

2. Meet the requirements as laid out in Army Regulation

(AR) 40-68, 40-48, and 351-3.

3. Address the new requirements for reappointment review

listed on the Department of the Army (DA). 5374 (Appendix C).

This form titled "Performance Assessment" is completed by the

chief of the department, service, or clinic when the provider

requests renewal of privileges.

4. Address the topics listed in the MagCare survey report:

blood utilization, mortality/complications, operative/invasive

procedures, moderate sedation, medications, and clinical

efficacy.

Method and Procedures

The first step in conducting this project, after the

initial review of current literature, was to meet with the

medical staff to inform them of the requirement to conduct

profiling and reassure them that the process would not be

punitive in nature. Two objectives of this meeting were to

enlist the medical staff's aid in determining appropriate
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relevant topics to measure and to request a point of contact

(POC) or subject matter expert (SME). The medical staff was not

receptive to the idea of profiling but not for the reasons one

would normally anticipate.

Because of the history of profiling and its links to

reimbursement, medical staffs in general have seen profiling

programs as punitive in nature. The medical staff at BACH was

not concerned with punitive actions. Their irritation was

focused on the fact that the hospital was examining an issue

they had addressed two years prior. They were concerned that

they were being asked to revisit this topic during'a time when

military deployment requirements removed medical staff, while

the patient load increased due to the influx of additional

beneficiaries from the establishment of a new.STRYKER Brigade in

the BACH catchment area. They had already investigated and

developecBiapp-rpriate measures based on the current research in

their areas of practice, and rightfully so, they wanted to know

what had happened to their previous work.

The results of their labors and the work of the MCD was a

very cumbersome and complicated collection of Excel

spreadsheets. A discussion with the staff responsible for

maintaining the spreadsheets revealed a number of problems that

needed to be solved and a bonus. The bonus is that the
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providers were actively engaged in developing a profiling

program two years ago. The measures already existed in the

current spreadsheets. The providers had investigated and chosen

measures that were relevant to their practice and were based on

current research. Thus, one of the major goals of this project,

developing measures, was no longer necessary. Instead, the

focus of the tool creation shifted to developing a database that

solves the shortcomings of the previous profiling system.

The staff of the MCD originally described a profiling

system utilizing Excel spreadsheets. The reasons that Excel was

preferred are twofold. First, the old system is based in Excel,

and second, the staff members are all familiar with Excel and

are comfortable with entering data into spreadsheets. A meeting

with two other organizations regarding how they were developing

a profiling system and tools revealed that they were using the

program Access due to its robust ability%:-tt the profiling

databases. Some of the MCD staff liked this idea and requested

that the tool be created in Access for BACH as well. This

change from the original project proposal was somewhat

unexpected but not impossible. Unfortunately, the lack of

personal experience with Access required learning about a new

piece of software before even starting the development of the

profiling tool. This education was accomplished using a book



Provider Profiling Tool 33

titled Quick Course in Microsoft Access 2002: fast-track

training for busy people. This book enabled a rapid grasp of

some of the more common procedures in creating a database in

Access. Developing a basic knowledge of Access was a part of

the learning progression of this management process. However,

the Quick Course did not answer all of the questions in creating

this complex database, particularly the control query and the
creation of complex reports. For these tasks, the Access 2002

Bible provided additional information.

Expected Findings and Utility of Results

This profiling database meets the objectives listed in the

Purpose section of this paper. It should also meet the

requirements of the JCAHO. Review of a profile created by

Madigan Army Medical Center (MAMC) showed that BACH's database

and goals are more sophisticated, detailed, and graphically

oriented. .ný

Beyond the survey, the tool should help BACH identify

practice variance. Once a determination of variance is

discovered, the credentials and medical staffs can investigate

to determine why the variance occurred. A variance that cannot

be explained due to case-mix or other normal rationale can

trigger corrective action and education to the provider.

Because reappointment decisions can be made partially on the
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basis of profiles, it is important to provide the profiled

personnel with ongoing feedback. This feedback provides

profiled practitioners with what items are being reviewed and

allows them to conduct an ongoing review of their practice and

make changes or correct data before their profile comes up for

reappointment.

Discussions with several Army Medical Treatment Facilities

(MTFs) and military health managers revealed that there is

little guidance from higher headquarters, Medical Command

(MEDCOM), on how to establish a profiling program. While the

new AR 40-68 reflects many changes from past practice, it says

little about profiling and lacks detailed instructions on how to

complete the new forms in Appendix C. It is hoped that when

BACH's profiling database matures, it can be demonstrated to

other MTFs and used as a model or exported to other MTFs as a

-that'!a' base document after being cleaned of personal idenatkitre

information.

Discussion

Review of the existing profiling system demonstrated at

least seven problems that needed to be addressed with the

creation of a new tool. The problems discovered included 1)

many people are responsible for collecting and inputting data,

2) there are more than 20 spreadsheets that require separate
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data entry, 3) no one person is responsible for maintaining the

spreadsheets and providing the data to the Credentials

Committee, 4) there is no method for quickly checking that data

have been entered, 5) there is no visual representation of the

data, 6) there is no format to provide the Credentials Committee

or the providers with a copy of the profiles, and 7) there is no

comparison to the aggregate.

The first problem, collecting and inputting data, has no

good answer. Each person collects their data as part of their

specific job. Further, some of the required data comes from

sources that have limited access such as the Military Health

System Management Analysis and Reporting Tool (M2). As a

result, there will still be many people collecting the data.

One could assign a staff member to perform the data input, but

this would require at least part of an additional full-time

equivalent (FTE). In a budg•t-, * tined environment, it is

not fiscally responsible to hire a data entry specialist given

that technology has made this process less problematic.

Once all of the data from the past two quarters has been

entered into the database, the tool will be placed on a shared

drive. Each person responsible for collecting data for the

database will be able to directly input their own data. The

database will have permissions set so that these data-entry
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personnel cannot change existing records; they will only be able

to enter new data or change data on records they are entering

that session. Existing data can be corrected by going to the

database manager.

If the MCD staff decides to make data entry even simpler,

they can use web-based forms to allow the providers to complete

their peer reviews online if they are comfortable with the

technique. This procedure eliminates the need for one of the

MCD staff members to input peer review data. Currently, peer

reviews are completed on paper, and one of the MCD staff enters

the data. Unfortunately, many providers will continue to be

more comfortable with handwriting their peer reviews, and

someone will still need to enter the data. In the future, these

web forms will help the MCD staff enter data in a timely manner

because the current person assigned to enter peer review data is

a t with limited available hours. IN

The second problem identified is the large number of

spreadsheets requiring data entry. Appendix D displays a screen

shot of the file menu for the current profiling tool. Note that

some of the spreadsheets in the file menu are for reference

-purposes containing such information as CPT codes to pull for

certain data collection. Each of the subfolders displayed

contains multiple spreadsheets, and most of those spreadsheets
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require additional data to be entered. Further, each specialty

has its own spreadsheet containing worksheets for each provider.

As shown in Appendix E, each worksheet requires data entry

because of the separate tabs for the providers. The use of

Access allows all of the tables to be contained in one database.

There is no need to switch back and forth between various

separate sheets, which increases the time required and the

possibility of error. Appendix F shows the main switchboard of

the new database that opens initially when the database is

opened. This switchboard provides links to subsequent

switchboards in a menu process that leads the staff to the

appropriate data entry form. For example, the person entering

peer review data wants to enter data for the providers of the

Women's Center, BACH's outpatient obstetrics and gynecology

clinic, and clicks the appropriate peer review link as shown in

Appendix F taking them to the screen shotinvAppendix G. Here

the person would click on the menu button depicted, taking them

to the data entry form displayed in Appendix H. The data entry

form allows the person to enter Women's Center Peer Review Data

for all providers on a single form rather than switching between

multiple worksheets and workbooks. The form utilizes pull-down

buttons, default data, and "Limit to List" and "Required"

controls to ensure uniformity and completeness of the record.
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When data entry personnel are done entering Peer Review data for

the Women's Center, they close the form by clicking on the

smaller "X" in the upper right corner. The form closes and

brings them back to the switchboard, allowing them to continue

with other data entry. This menu and form system prevents the

staff from having to deal with the Access control system and

tables as shown in Appendices I and J. Note that the names of

the providers and reviewers in the various appendices have been

grayed out to protect their privacy because this is an active

database.

Looking at a table can rapidly become disorienting, lending

to the possibility of mistyped information. Although you can

use pull-down buttons, default data, and "Limit to List" and

"Required" controls in the tables, people tend to be more

comfortable working on a form with a simple layout. Tables also

allow a user ito nadveýartently skip to other records. With

forms, a user can only access another record by using the

controls at the bottom of the form as in Appendix H; therefore a

person is much less likely to inadvertently change other

records.

The third and fourth problems listed above are critical to

resolve with this database, particularly since the first problem

of multiple staff entering data could not be effectively solved.
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Solving the third problem, no one person is responsible for

maintaining the spreadsheets and providing the data to the

Credentials Committee, is simple. The obvious choice for the

database manager is the person assigned to the Credentials

Section. This choice makes sense because the profiling database

is to provide information to assist in reappointment decisions.

As mentioned earlier, reappointment is the process through which

providers have their credentials reviewed and renewed. The

person who is responsible for credentialing at BACH hosts the

Credentials Committee meetings and provides the packets,

background information, and the profiles. Unfortunately, this

person has no knowledge of operating in Access. A major goal of

this project is to simplify the process of managing the database

so that it does not cause an increased burden on the database

manager. Part of this simplification is to build queries to

4 •A i&wsolve the fourth problem identified- there is no me••hb

quickly checking that data have been entered. The database

manager will be instructed on the development and tailoring of

queries to check for data. A sample query design is depicted in

Appendix K. When the exclamation point is clicked, the query

runs, and the data are displayed on the screen. The query

results are displayed in a table similar to that of Appendix J.
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Problems five, six, and seven are solved with the creation

of the profile reports. Problem five is that there is no visual

representation of the data. Problem six is that there is no

format to provide the Credentials Committee or the providers

with a copy of the profiles. Problem seven is that there is no

comparison to the aggregate. Because of the lack of knowledge

with Access, the database manager exports appropriate data to

Excel for graphing, analysis, and trending. Appendix shows a

fictional sample provider profile. Displayed is a graphical

representation of the data contained in the tables for a group

of providers. This type of profile would allow those providers

performing reviews on the reappointment packets to compare

providers to their peers as determined by specialty. This

single report for each provider solves all three problems and is

the ultimate goal of the entire project and profiling database.

This sample profile will h ra~the database develops and

display a more sophisticated graphical depiction of the data to

include such items as spider charts and control charts.

The final step remaining is to teach the appropriate MCD

staff members how to perform basic maintenance on the database,

how to run the appropriate queries, and how to print out the

profiles in order to report the information to the Credentials

Committee. Unfortunately, the credentials manager does not have
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sufficient knowledge with Access to make functional changes in

the system. However, one of the staff members of the MCD does

have'this ability and currently collects data for the database.

This person can easily assist with functional changes that are

necessary over time because of his Access knowledge and his

familiarity with the-database.

Despite being required for a variety of reasons, provider

profiling is a large undertaking for any facility, particularly

given the lack of specific direction. Because this project has

practical applications, an ongoing issue for management will be

the oversight of maintenance of the database. Given the

personnel vacancies in the MCD, this can be particularly

challenging. Management must also ensure that profiles are

being used in accordance with the established goals of the

program. Providers will rapidly and openly rebel if they

pe~rc-•epunitive actions result from the profiles. Providers _

should be kept informed of the results and be allowed to provide

input into what is measured. Finally, managers must emphasize

the importance of accurate data entry into the systems from

which the profilers pull. Inaccurate data are a great failing

of many systems and a frequent complaint of providers. If the

data put into such systems as the Composite Health Care System

(CHCS) are "junk," then the data pulled from it and placed into
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the profiling database will be "junk." Many people throughout

the facility input data into a variety of systems. Data from

these systems are pulled for the profiling database. All staff

must be informed of the need for clean, accurate data.

This database is quite new and therefore has a small bank

of data. Aggregate comparisons will still be difficult given

the small sample size of the specialties at BACH and the limited

historical data in the system. Future efforts need to be made

at a corporate, MEDCOM, level. Such an endeavor will enable

relatively small facilities to use banked data to make more

useful comparisons to an aggregate and determine true variance.

If you only have two optometrists at your'facility, who is the

outlier in a given practice?

Conclusion

.Provider profiling is here to stay. Market forces,

government intervention, and accredit-atz eqirements have all

made this statement clear. It is up to each organization to

determine their needs and goals and ensure that their efforts

accomplish their objectives. The future of BACH, s database is

promising. If the staff wishes to further develop the database,

speed data entry, and make its upkeep simpler, they can place it

on a shared drive with appropriate permissions or use.its web

abilities to allow the providers to input data directly into the
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database. As with all data collection projects, the utility of

the database needs to be evaluated at least every two years to

ensure that appropriate standards are met and that the items

being measured are useful in the reappointment process. The

database must also be kept current with the changes made in

clinical practice to maintain its usefulness. Given that many

MTFs are struggling with the development of an adequate

profiling system, this database may prove useful in developing

the groundwork to those facilities.
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Appendix A

Desirable Attributes of Measures

Category Attribute Definition

Relevance Meaningful The measure should be meaningful to at .least one of the audiences for

HEDIS: individual consumers, purchasers, or health care. systems. Decision-

makers should be able to understand the clinical and economic significance

of differences in how well systems perform on the measure. The

meaningfulness of a measure is enhanced if benchmarks and targets are

available.

Health The measure should capture as much of the health care system's activities

Importance relating to quality as possible. Factors to be considered in evaluating

the health importance of a measure include the type of measure (e.g.,.

outcome vs. process), the prevalence of the medical conditions to which

the measure applies, and the seriousness of the health outcomes affected.

Financial The measure should be related to activities that have high financial costs
Importance to health care systems, or purchasers or consumers of health care.

Cost- The measure should encourage the use of cost-effectiveness activities

Effectiveness and/or discourage the use of activities that have low cost-effectiveness.

Strategically The rMeasure should encourage activities that deserve high priority in

Important terms of using resources mont efficiently to maximize the health of their

members. In general, measures that have high clinical importance, high

financial importance, and are cost-effective will also be of high

priority.

Controllability There should be actions that health care systems can take to improve their

performance on a measure, If the measure is an outcome measure, there

should exist one or more processes that can be controlled by the system

that have important effects on the outcome. If the measure is a process

i•.. easure, the process should be substantially under the control of the

system, and there should be a strong link between the process and desired

outcomes. If the measure is a structural measure, the structural feature

should be open to modification by the system, and there should be a strong

link between the structure and desire outcomes. The measure's time period

should capture the events that have impact on clinical outcomes and

reflect the time horizon over which the health care system had control.

Variance Among If the primary purpose of the measure is to differentiate among health

Systems care systems, then there should be potentially wide various across systems

with respect to the measure.

Potential for If the primary purpose of the measure is to support negotiations between

Improvement health care systems and purchasers, or to stimulate self-improvement by

health care systems, there should be substantial room for systems to

improve their performance with respect to the measure.
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Appendix A (continued)

Desirable Attributes of Measures

Category Measure Definition

Scientific Clinical There should be evidence documenting the links between the interventions,

Soundness Evidence clinical processes, and/or outcomes addressed by the measure.

Reproducible. The measure should produce the same results when repeated in the same

population and setting.

Valid The measure should have face validity, i.e., it should make sense logically,

clinically, and, if it focuses on a financially important aspect of care,

financially. It should correlate well with other measures of the same aspects

of care (construct validity), and capture meaningful aspects of this care

(content validity).

Accurate The measure should accurately measure what is actually happening..

Case-Mix Either the measure should not be appreciably affected by any variables that are

Adjustment/Risk beyond the health care system's control ("covariates"), or any extraneous

Adjustment factors should be known and measurable. If case-mix and/or risk adjustment is
required, there should be well-described methods for either controlling through

risk stratification or for using validated models for calculating an adjusted

result that corrects for the effects of covariates. (In some cases, risk

stratification may be preferable to risk adjustment because it will identify

quality issues of importance to different subgroups.)

Comparability The accuracy, reproducibility, risk-adjusted and validity of the measure should

of Data Sources not be affected if different systems have to use different data sources for the

measure. We recognize that strict comparability may be difficult to obtain with

current information systems; however, we hope to minimize any potential bias

that might be introduced by different data sets, and to stimulate continuous

improvement in information systems.

Feasibility Precisely The measure should have clear operational definitions, specifications for data

Specified sources and methods for data collection and reporting.

Reasonable Cost The measure should not impose an inappropriate burden on health care systems.
Either the measure should be inexpensive to produce, 6orthe.cost of data

collection and reporting should be justified by improvements in outcomes that

result from the act of measurements.

Confidential The collection of data for the measures should not violate any accepted

standards of member confidentiality.

Logistically The data required for the measure should be available to the health care system

Feasible during the time period allowed for data collection. The measure should not be

susceptible to cultural or other barriers that might make data collection

infeasible. (e.g. inpatient or physician surveys, there may be cultural or

personal barriers that lead to biased responses; these would need to be
addressed).

Auditable The measure should be auditable, i.e., it should not be susceptible to

manipulation or 'gaming" that would be undetectable in an audit. Methods to

verify retrospectively that reported results accurately portray delivered care

should be suggested.

Note. Adapted from Desirable traits of lXDIS Measures. NCQA (January, 1998). Retrieved May 1,

2003, from http://www.ncqa.org/Programs/HEDIS/desirable%20attibutes.html
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Appendix B

Questions to Ask in the Selection of Measures

1. Does the measure possess the desirable attributes as

outlined by the conceptual areas of importance, scientific

soundness, and feasibility of a measure?

2. What data sources are available? What is the possibility

and expense of collecting additional data?

3. Does the measure apply to the desired setting of care and to

the providers that give care that you wish to assess?

4. Is the measure selected from the appropriate domain of

measurement that will produce the type of data appropriate for

use?

5. Have considerations been made for comparisons?

Note. Adapted from Selecting Measures..FLHRQ (n~d.. Retrieved October 2, 2003, from

http://www.qualitymeasures.ahrq.gov/resources/measure-selection.aspx.
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Appendix C

DA Form 5374 (Test)

PERFORMANCE ASSESSMENT
(For we of Mis towm, we A? 4068; the pW2ponat salcy is OTSG.)

1. NAME OF PROVIDER ,w, a,, an 2. PANrJGRADE D OF EVALUATION mm w "j.SSAN 14. PERIOD O VLAINoia

5. DEPARTMENTISERVICE 6. SFECIALTY/AOC 7. FACUITY WUdA. cf- c* .

8. I•JRPOSE OF EVALUATION

Q fr]mal prvileges [] RnewaI of privlleg, ' Modfleaticm oýfpdvIegs DReassignnisnt/ssparmfon flAdvarme action

9. ACTIVITY DATA Ptc-.. e Pp# t&4. k-s.& Parcentag of time in providing patient care %
)Ammbulatary car sift ( Emr• y care vIsits ( AdmIon ( ) Major diagrostc procedures

Rad'ograhic gdi-es ( ) urgical procedures ( Delierdes ( Other " _

10. IS THERE ANY ASPECT OF THE PROVIODE'S HEALTH STATUS WHICH THE CREDENTIALS COMMITTEE SHOULD CONSIDER IN
AWARDING PRIVILEGES? 0 NO D YES Xs

7. ýMEDICAI. FACILITY

11. IS THE PROVIDER'S ATTENDANCE AND PARTCIPATION IN PROFESSIONAL ACTIVITIES AND COMMITTEE MEETIGS ACCEPTABLE?
DYES 0 NO 0*&i

12. ARE THE PROVIDERS INTERPERSONAL SKILLS WITH BOTH PATIENTS AND STAFF ACCEPTABLE?
DYES DNO

13. CLINICAL PERFORMANCE PROFILE Frdi _d_&• 0•-dc.bdi m ki.,h...
a. ANTIBIOO1C USAGE REVIEW

I. BLOOD PRCODUCTS UTIuZATION REVIEW

c. SURGICAL CASE REVIEW

d. RMOROS REVIEW

e. PHARMACY AND THERAPBJTIC• REVIEW

f. MORBIDITY/MORTALITY REVIEW

g. INFECTION CONTROL

IK UTILIZATION REVIEW

DA Form 5374, DATE? PREVIOUS EDITIONS ARE OBSOLETE Page 112 Pages
EXEMPT FROM DISCOVERY UNDER 10 U.S.C. 1102
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Appendix C (continued)

DA Form 5374 (Test)

i. ANCILLARY SERVICES UTILIZATION

j. OCCURRENCE SCREENING

k. RISK MANAGE-MENT

1. RIPAR

14. REMARKS

15. PERFORMANCE EVALUATION. The•flowingevaluatio is based on INs providersdemorstrated cinical permanecompaetothat
which can reasonably be expected of a provider with his/her educational background. level of training, and experience. Check O0 the
appropriate column. Any unacceptable rating Rust be explained below in block 16.

ACCETABLE UN- NOT

ACCEPTABLE APPLICABLE

a. Basic professional knowledge
b. Professional judgene •nt :_•__• __ ._

c. Professional conpetence

d. Patient managenunt skill

(11 Outpatiet,

(2M Inpatiert -ient

(31 Operatirg room

a. Written coweunicayion skills

f. Oral cornlmnucation skills

g. Relationship with coleagues _

h. Cooperation:with hospital/clinic personnel "_____•h

i. Appearance

j. Ernotoral nability

k. Sense of responsitlity _ _,_-

I. Professioml conduct

nt. Ethical conduct

n. Leadership capability ..

o. Quality and timeliress of medical/dertal record documertation
16. COMMENTS

1.7a. DATE ",m, .oo 1 7b. NAME OF EVALUATORiGRADEITLE 17c. S7GNATURE OF EVALUATOR 17d. REVIEWEDI BY PROVIDER
S NoI "IE YES NO

DA Form 5374, DATE? PREVIOUS EDITIONS ARE OBSOLETE g 2 2 g
EXEMPT FROM DISCOVERY UNDER I0 u.S.C. 1102
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Appendix D

Existing Tool File Menu

Net Ec VIOW Favmrtes Tocs Help

Address n -c:-o -band EXSeftalwallawmaX yDoazxwftjQ'PUaof&VftywCu d tte~ravidePrrb 1ok 9

Fie and Fb~er T.11. 9 9 9 )
' Male Ianew fddv Wfticý_... good Usage CkamwWA"r CmreLamA... DeINdabm DuaWe Excd Vaebrig OWTA. Prorkl

- Arge FP-FY03

Web

PesflD4C R~om~ prF. Mm"e Pest Orfte Aef PA,; ProlePeds A-*%e Prflesgery ft&%'UCC fmple'4ýO

My I.%"Crt F rIeOB-GM Provideft Reords !kirgaimEx. Sezgery Vasede2mim IYRAOU...I 291A9101) AakeaW... Adkrissbs3*

Detlsmrkom.. H.UJATORY AMUIJATCIY astleafor4CD Ckexzein~ CODER*, CODE&Xf*p COtLerro Ccff/Puitsl. Cereddsts.
RaRev5 P~RedeFYW

DaeC.LusyId 'S-OeBt Cupera Ditami-me Frlsd NPR4ECOR.. W"~ RECORD MASTER Ndlond% OBGVNOt.. ORAxprFY
REVIEW 27

OUTIM OigptmdeS OuwauPt ... Peos~terad. pwroacode Proedecks Precedaso.. Profilc)r PRtOUD Provider

RE~etigsSwa~sfr V2S1QT&1Y.. V252QTR02.. Vcodesdl.kf CRNAFMD FPDocFNM3 GasF&,g)o TD>cRO3 OMecIC3

FA-~ Ped~ocFYO3 PYDoc5YD tradLtflc?
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Appendix E

Example of Existing Spreadsheet

C30 ,, •
'A 8 W O O D E I F - -' H I r J K i L I M " .

1INAME: MAJ Nobody-Smhh, "j

Fis --de 10t:SpR - •jpl

1st Qtr'2nd Qt r3rd Qtr 4th Qtr" FY02 lstIlr :2nd ftr 3rd Qer,4h Qtr FY 03
Current Credential Period: 15 Sep 03 - 15 Sep 05 FY02 FY02 FY02 FY02 Total FY03 FY03 FY03 FY03 Total

4 MEETINGSmmY .S ....
5 PRODUCT UNE meets of times quarterly
6 NUMBERoftimes meeting was attended . .-
7 JOINT STAFF meets _ of times quarterly
8 NUMBER of times meetinm was .ttended

MED STof times quarted .
1NUM.BER oftines. meetig was ant-nde•

11 CREDENTIALS meets of time t
12 NUMBER of times meeting was attended
13 RISK mes - f lim quatte~y.

14NUMBER of timen11 meets of times quartery
16NUMBE.ROf timer

Birtlh Occun-ence Screening (Carollyn)
.180 # Bkths d not inM data in these cel) 0 0 0 0 0 0 0 0 0 0
19 # Records reviewed due to occurrence
20 #Mtcriteria ater review21 4Not'Met after review

22 netende Births
23 Rate of unattended births (do not input data in these c$DFV/0!'#DIV/1J 411W! 'v Vto ' #DIV/f!V'tDIV! IV*0t 'DIV/0! '*DDll/0l "#DWI' t.

24ntamal Benchmarn - <1%
Clinical Practice Guidelines (Carollyn
27o ies• isting of fictional Family Practice Providers. Each tab requires data entry.4 of Diabetics in panel

20'Hemobin H1C OCrdeed _
Enpanelle - -, .P n r
Nat - ,mrk_ -•H•bA1C 0• 8• • 8 8 8 .8 a 8 8

31 Outp Ient Procedures
14 o iN rt Li j:Tjiorm /ersoa WnIRoberts' Lewi/s± ~i~

o--4A-ae 'k0 0 e 0[
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"Appendix F

New Profiling Tool Main Menu

E&fwMetF*tBcrsI*Wd H* I. yTpe5 uein forheip ff - X

he-;! lain a[&-,~. -J :-:~

EPon pmnewRmData

• j ~Enter Pw e ierR mw Data far Oed SelA=e

E.1 • Pl'hnl•y Bloa•, I• • ela l kl~t• I~atel

Click here to enter Women's Center Peer Review Data---

g-omal FI.K M_
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Appendix G

Peer Review Data Switchboard

*1 Ble Ed i• 1r• Fg , Re c'ds lo cs • i Ijbr:• ~ c"eb - . e x

Fý Ericrosoft A c c es R evie r De m D at a

Lb 52 J99W ~ net "wmat~ a b ewd; P%* Reviw Datat utinfr o

10 B 1

Click here to enter Womenfs Center Peer Review DataD

Ertww *R 
MN 

D

•'k~i r~i-- r~ll~ral • l< Gogackt o Wainzx. mm R •m • •|i•.W [

"~~~ 
_ 

• ' " 

A...... 

•- ,7-v • :-.- 

t3
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Appendix H

Women's Center Peer Review Data Entry Form

b'pBe 3u q,•eston for heb

Tiw<oaw * 1..*-' • "-,., fl•. i-j -

-fl: .IN-a., . •

.i'A "" .. -0

Sna k %-4 11 zO IN .

CI, to--" clos

0hA~m Ye OiKjx~

* Fa~w ~ E
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Appendix I

Access Control System

BbO WW Ijuet lools WMXiW III Tfpea ueson forhe p jp x

objects Oega table in De1s view

g Tables Creat tafbW ft a lard

F j IM geetetabdabyd•tr data
*UAncilary Sverslkizatio

W* AeaM ODS Pear Review
Seocs M Mood •tk.z ReW.

M acres * Ditatin~ta eaiPe ~va
* ER Peaw

Fa* FmPractice Pear Review

Qm-W Guward &,gry k*PeeRevlew

j3Favates M ICT P1mvider,
*INIAProvier

* Frecti•n Contr

* valert Peer Review

* Mortayl•yat

*Otrim caree. Peer Review
* pbabyNit Aa

*PedabicPeer Review

*Physicl Thwapy Paer Review,

*Rae aog Peer Review

*SocialWork P=e Review

*Swtdibo&d Renae

Read- NU
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Appendix J

Women's Center Peer Review Data Table

M le fe w [at Fme Rocard • lcks "ndow H* Typseaqu-st,onfcrhep - X

Provider Fiscal Year Quarter Month IRecord NumberOB or GYN Red Reviewer I Chief Cornplaint Histoy Adequa Physical Exam Tes *
2 MAR :YE YES

:3 GYN YES WA22 MAR 2 GYN YES YES YES W
22 MAR 3 GYN YES YES~~~~~~~.... __...20 ••L .YS- •s YES. -•

'YES ;YES YES N/A
2 MAR 'YES YES YES ,N.A

. .2. 2_ .04i Pui-down Men2 - . YE. YES YE :.A
2504 2 MAR ' YES tYES YES NA

-.2004..OB 2YES !YES YES N/A
SR. YES •YES YES YNt

. 20114 2 MAR Odoi Men L •YES .Yies e
260i4 2 WA3.0. Ys •e Ys "'e
20Q4 2 MAR 4 OB ;YES YE

2114 2 M . 3Ye Y Yes NYWA
22 06. Yes "Yes YeS Yes

S2:0 _R .3... YeS Yes YeA
2 MAR I Yes Yes Yes NYes
2 2AR 2 O Yes Yes Yes Yes

2M04 M3 O1 Yes Yes Yes Yea
2004 2 MAR 4 .OB Yes Yes Yes Yes
2004 2 MAR 5 06 Yes Yes Yes Yes
.2004 2 MAR 6 :0 Yes Yes Yes Y

20G4 2 MAR 7 0B Yes Yes Yes Yes

2 MA 06 1 Yes *Yes. Yes Yes

2004 2 MAR 2 .0 Yes Yes Yes Yes
20b4 2 MAR 9 OB *Yes Yes Yes Ye:

n_7 n-- --v-..
oataslw& Vow N
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Appendix K

Example of Query for Complete Data

F.~~~ Microsoft Acces e[tlatatio poin runs quer clm# eetQey
SEAt *wIw 0"jc ~wLepfrý1

FId oop ltv • LastNatne Ils,, You- .' -- se Year • Quartor____"___

"Table: Pr..,lr Pr..ero Blood Utttie Rev.i,., lxud Lkabor, Revr th•,'.,.r~u _______

C*lra VflGY' O_ 140 o W' j.VhatF ae you boli at.Er!l,,t .mro- are you _ ao ,,• I,] ... . M1,o'tqfr -..

10 9in .zt ....AN

S ,N I
Ready

a!-- -
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Appendix L.

Sample Portion of a Fictional Provider Profile

Sk.. -I ..

II ItI

Previe Pape of2

.7.. ,


